We read the article "Anatomical ACL reconstruction with double bundle: first 40 cases" by Zekcer A. *et al* \[Rev Bras Ortop 2011;46(3): 262-5\] with great interest and would like to make some comments on what was reported in that paper.

The authors drilled an anteromedial femoral tunnel with the knee flexed at 90°. At this degree of flexion, the tunnel is significantly shorter than it is at flexions of 110 and 130°^(^[@bib1]^)^. Technical reports have suggested that the tunnel should be drilled at an angle between 110° and total flexion^(^[@bib1], [@bib2], [@bib3], [@bib4], [@bib5]^)^. In a study submitted for publication in the RBO, we concluded that flexion of 110° produces femoral tunnels that are sufficiently long for a good bone-graft interface.

Zekcer *et al* reported that in most cases, the conventional arthroscopic portals are sufficient for viewing femoral tunnels, and that in some cases an accessory portal located more medially should be used. We always use an accessory anteromedial port: the arthroscope is placed in the anteromedial portal in order to better view the anteromedial and posterolateral insertions in the lateral femoral condyle. Through the accessory anteromedial portal, we mark out the insertions of the anterior cruciate ligament in the lateral femoral condyle^(^[@bib6]^)^ and the drilling positions for the tunnels. Fu et al^(^[@bib7]^)^ reported that anteromedial femoral tunnels were accurately constructed through an anteromedial tibial tunnel in only 10% of the cases, whereas this was achieved through a posterolateral tibial tunnel in 60% of the cases and through an accessory anteromedial portal in 100% of the cases in which this was the chosen access route.

They also stated that with the knee flexed at 120°, the anteromedial and posterolateral femoral tunnels were parallel. However, in a study on cadavers, Siebold *et al* showed that the centers of the anteromedial and posterolateral bands were aligned at 102° of knee flexion^(^[@bib8]^)^.

Zekcer *et al* reported that they had two cases of confluence of the tunnels in the tibia. This can occur if the tibial insertion of the anterior cruciate ligament is small; if the tibial insertion of the anterior cruciate ligament is less than 14 mm, reconstruction of this ligament with a single band is indicated^(^[@bib9]^)^.

Regarding the financial difficulty, the cost of surgery with a double band can be diminished if metal interference screws are used in the tibia and if the femoral fixation is of suspensory type, with Brazilian materials approved by ANVISA.

We congratulate the authors for their article and for their courage in facing the learning curve needed for accomplishing anterior cruciate ligament reconstruction with a double band, when indicated, with the aim of seeking to improve the quality of what we can offer to our patients.
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